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W 000 | INITIAL COMMENTS W 000 The facility has a
A recertification survey was conducted from July system in pla(.:e Fhét
13, 2009 through July 16, 2009. The survey was notifies the individuals
initiated using the fundamental survey process. A Families and legal
random sample of three clients was selected from amt l J )
a population of five female clients with various uardians for their
levels of mental retardation and disabilities. edical conditions, the
The findings of the survey was based on isks and benefits of their
observations at the group home and two day medications; however, the
programs, interviews with clients and staff, and .
the review of clinical and administrative records nurse failed to complete
including incident reports. the consent forms. on
W 124 ;?éﬁ%_g(a)&) PROTECTION OF CLIENTS W124 1~ _14_09 , he was in-serviced
by the DON in the agency
The facility must ensure the rights of all clients. notification protocol.
Therefore the facility must inform each client,
parent {if the client is a minor), or legal guardian, Refer to attachment #1 ‘
of the client's medical condition, developmentai in the future, the nursing
and behavioral status, attendant risks of . that
i treatment, and of the right to refuse treatment. management will erllsure a
consents are obtained, and
approved prior to sedation.
This STANDARD is not met as evidenced by:
Based on staff interview, and record review, the
facility failed to establish a system that would
ensure clients were informed of their risks and | PJ Q la[O"\
benefits of their medication, for one of the three QOVERNMENT OF THE DISTRICT OF COLUMBIA
clients included in the sample, (Client #2) DBPARTMENT OF HEALTH
'HEALTH REGULATION ADMINISTRATION
The findings include: 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
WASHINGTON, D.C. 20002
The facility failed to obtain consents prior to the
use of sedation for medical appointments and/or
to notify the Client #2's guardian of the risk and
bensfits of treatments.
I
mm Kﬂmms q&mowoe UPPLIER REPRESENTATIVE'S SIGNATURE “§ ?gn) th 5?
Any de'ﬁciency ment ending ith an astarisk {*) denates a deficiency which the institfytion may Be excused from correcting pr:‘r’viding it is debn‘;l;duﬂm
other safeguards' ide sufficient protection to the patients. (Soe instructions.) Excspt fr nursing Aomes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of corraction are disclogable 14

days following the date
program participation.

these documents are made avaliable to the facility. If deficlancie

§ are cited, an approved plan of comaction is requisite to continued
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1 .
W24 Con'tlnued Fr..om page 1 - W24 The facility has a
Review of Client #2's physician orders on July 15, . in place that
2009, at 2:54 PM revealed the following orders for system in p -S Hhe
sedations: notifies the individuals
families and legal
I - On June 24, 2009, Client #2 received Ativan 5 guardians for their
mg prior to dental appointments; medical c¢onditions, the
| - On November 11, 2008, Client #2 received risks and benefits of their
Ativan 5 mg one hour prior to a dental medications; however, the
appeintment; and nurse failed to complete
onD ber 2, 2008. Client #2 ived Ati the cecnsent forms. on 7-14-09
‘- On December 2, , Client #2 recaiv ivan A . :
5 mg prior to a dental appointments. 7-14-03, he was in-serviced
by the DON in the agency
During the entrance conference on July 13, 2009, notification protocol.
at 4:45 PM, the Qualified Mental Retardation Refer to attachment #1
Professional (QMRP) ipdif:ated that Client #2 had in the future, the nursing
a court appointed medical guardian. management will ensure that
On July 14, 2009, at 10:00 AM, further review of consents are obtained, and
~ Client #2's record fafied to provide evidence that approved prior to sedation.
written informed consent had been obtained for
| the use of the sedative medications.
At the time of the survey, the facility failed to |
provide evidence that the potential risks involved .
in using the medications, or her right to refuse
treatment had been explained to the client and/or
legal sanction representative.
W 140 | 483.420(b)(1)(i) CLIENT FINANCES W 140
The facility must establish and maintain a system
that assures a full and complete accounting of J
clients’ personal funds entrusted to the facility on
behalf of clients.
This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
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W 140 | Continued From page 2 W 140| The receiptsfor the money
facility failed to ensure a system had been from client #1's aclcount to
implemented to maintain a complete accounting purchase her ¢lothing could not
of clients personal funds, for two of the three be located. The receipts were
clients included in the sample. (Clients #1 and turned to the office by the
#3) house manager;the money was
redeposited to client #1's accdunt.
The finding includes: ‘ Refer to attachment #2 8-05-09
In the future, the facility willl
1. Interview with the Qualified Mental Retardation ensure that financial records
Professional (QMRP) and review of the facility's filed in the finance boock, and
financial records on July 15, 2009, at the receipts are available upon
approximately 3:30 PM revealed that the facllity request.

assisted Client #1 with maintaining her finances.
Continued interview and record review at 4:00 PM
revealed that the client received Supplemental
Security Income (SSI1) in the amount of $70.00
per month and a total of $200.00 was withdrawn
from the client's account on December 12, 2008.

Interview with the QMRP indicated that the money
was withdrawn to purchase Client #1°s clothing.
At the time of the survey, the facility failed to
provide evidence that justified the
withdrawals/expenditures from Client #1's

personal account. The money was spent on

¢lient #3's vacation. The
cost of total expenditures
was shared among the
individuals at 1326-45th
Place.

In the future the facility

2. Interview with the QMRP and review of the

| facitity’s financial records on July 15, 2009, at
approximately 3:30 PM revealed that the facility
assisted Client #3 with maintaining her finances.
Continued interview and record review at 4:00 PM )
revealed that the client received SSI in the will ensure that the
amount of $70.00 monthly. Further review of the receipts are available
client's record revealed a total of $253.46 was upon request.

withdrawn from the client's account on February Refer to attachment #3
27, 2009,

Interview with the QMRP indicated that the
| money was withdrawn for vacation expenditures.
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W 140 | Continued From page 3 | w140
At the time of the survey, the facility failed to i
provide evidence that justified the withdrawal from , . .
Client #3's personal account. _ It is the policy of this
W 156 | 483.420(d)(4) STAFF TREATMENT OF W 156 provider that all of the
CLIENTS investigations of
p ' incidents of unknown
The results of all investigations must be reported i leted
to the administrator or designated representative Ol.fli.m 2re ci:ikine
or to other officials in accordance with State law within tive g
. within five working days of the incident. day;however the IMC
failed to implement
This STANDARD is not met as evidenced b che policy.
is is not met as evidenced by: ned b
Based on interview and record review, the facility The IMC was t],fame Y 7-18-09
failed to ensure required investigations were the Program Director on She-
reviewed by the administrator within five working the incident reporting
days, for one of the three clients included in the policy. Refer to
sample. (Cfient #1) attachment #4
The finding includes: In the future, the agency
' will ensure that all the
Interview with the Qualified Mental Retardation incidents are investigated
Professional {QMRP) and review of the facility's and submitted on a timely
incidents reports and corresponding investigative manner.
reports on July 13, 2008, beginning at 5:45 PM,
revealed an incident involving Client #1. The
incident dated May 25, 2009 revealed that staff
discovered a wound on Client #1's right leg.
Review of the corresponding investigative report
revealed that the Incident Management
Caordinator {IMC) completed the investigation.
The administrator signed off on the investigative
results on June 5, 2009 (eleven days later).
There was no evidence that the results of the
investigation were reviewed by the administrator
within five working days of the incident.
W 189 483.430(e)(1) STAFF TRAINING PROGRAM W 189
|
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W 189/ Continued From page 4 W 188 11 nurses were in-serviced
The facility must provide each smployee with v the DON on 7-29-09
initial and continuing training that enables the efer to attachment#s
employee to perform his or her duties effectively, | - n the future, the facility
efficiently, and competently. ursing management will
ensure that the infection
. . . i intained all
This STANDARD is not met as evidenced by: ouLrel is ma uring the
Based on observation and interview, the facility edication administration.
! failed to provide each employee with continuing 11 staff were trained by
training in infection control that enables the he dietitian and the nursing
employee to perform his or her duties effectively, taff on 6-26/09, but the
efficiently, and competently for one of one staff in raining was ine f fect ive.
the facility. (LPN #1) taff were retrained on 7-16-09
i . efer to attachment # 6
The ﬁndmg include: n the future, the facility
| Cross Refer to W 455, The facility failed to Fanagenent wiil ensure o
provide effective, efficient, and competent training ! Lot escribed bv the
for the prevention and control of infection and 1€t as pr Y
communicable diseases for one of one staff in the pletitian.
facilty. (LPN #1)
W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM W 154
Staff must be able to demonstrate the skills and
techniques necessary to implement the individual
program plans for each client for whom they are
respansible.
This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
verification, the facility failed to ensure that ckent's
received their prescribed diets as ordered, for one
of the three clients included in the sample. (Client
| #2)
The finding includes:
I The facility failed to ensure staff demonstrated
FORM CMS-2567(02-99) Prewious Verslons Obsolsie Evant ID: DFYQ11 Facility ID: peG111 If continuation sheet Page 5 of 18
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W194|Continued From page 5 W 194| All staff were trained by
competency in implementing Client #1s diet the dietitian and the nursing
order. staff on 6-26/09, but the
On July 13, 2009 at 4:50 PM, Client #1 training was ineffective. .
n Ju \ at 4 , Client #1 was . -1g6-
observed as a large framed women. At 5:20 PM, Staff were retrained on 7-16-09
staff was observed offefing Client #2 a choice of Refer to attachment # &
vanilla or chocolate pudding (regular). Review of In the future, the facility
Client #2's physician crders dated July 2009, management will ensure that
' revealed a diet order of 1500 low fat, low the staff offer client #2's
cholesterol diet. , .
diet as prescribed by the
During the environmental inspection on July 15, dietitian.
2009 at approximately 11:00 AM, revealed that
there was a variety of fat free snacks in the
pantry.
There was no evidence that the facility
implemented Client #3's diet as ordered.
W 255 | 483.440(f)(1Xi) PROGRAM MONITORING & W 255
CHANGE
The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client has
successfully completed an objective or objectives -
identified in the individual program plan.
Client #1 and #2's IPPs and
This STANDARD is not met as evidenced by: goals were revised by the
Based on observation, interview and record Qmrp on 7-16-09
review, the facility’s Qualified Mental Retardation
Professional (QMRP) failed to provide evidenca
| that Individual Program Plans (IPP)s were
reviewed and revised once the client had
successfully compieted an cobjective, for two of
the three clients included in the sampie. (Clients
| #1 and #2)
| |
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W 255 | Continued From page & W 255
The findings include:
1. The QMRP failed to revise Client #1's IPP Client #1's objective of
once she met the estabiished criteria. self feed was revised on 7-16-09
a. On July 13, 2009, at 5:38 PM, direct care staff | The criteria was revised
was observed feeding Client #1 her afternoon from 80% independence to
: snack. At 7.00 AM, Client #1 was observed 100% independence, and the
feeding herself independently using a scoop staff were in-serviced on
| plate, plate guard and regular spoon. Interview ;
\‘:‘iﬂl th?e ngliﬁad Men:n?lgRemmp:t?on the revised goals as wzll ’
Professional (QMRP) on July 14, 2009, at Refer to attachment 4
approximately 10.00 AM indicated sometimes the In the future, the Qurp
client requires assistance. will ensure that the
Client #1's IPP dated Novernber 10, 2008 program objectives are
ient #1's vember 10, , was . .
reviewed on July 15, 2009, at 9:15 AM. The client revised once client #1
had a program objective which stated, "[the client] establishes the criteria.
will independently feed herself during meals daily,
80% of the trials for three consecutive months
with 100% staff supervision". Record verification
of the QMRP quarterty reviews dated February
2008, and May 2009, on July 15, 2009, at 3:45
PM indicated that the client achieved the Client #1's objective to wash
established criteria-since May 2009, her upper body was revised
by the Qmrp from 80% hand
At the time of the survey, the QMRP failed to over hand to 100% hand over
revise Client #1's program objective once she met hand on 7-16-03
the established criteria. In the future the Qmrp will
ensure that the objective
b. Review of Client#1's IPP dated November is revised once Client #1
11, 2009, revealed a program objective which establishes the criteria.
stated, "[the client]" will wash her upper body with '
. hand over hand assistance from staff on 80% of
the trials for three consecutive months". Review
of the QMRP quarterly reviews dated February
2009, and May 2009, revealed the client required
hand over hand assistance 99.98% of the trials.
I
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W 255 Continued From page 7 | wass]
There was no evidence that the QMRP revised
the program (wash upper body).
c. Review of Client#1's IPP dated November 11, ; Client #1's objective to _
2009, reveaied a program objective which stated, massage her gums was revise
"given hand over hand assistance, [the client]" from 80% hand over hand to
use the swabs to massage her gums daily 80% of 90% hand over hand on 7-16-09
the trials for three consecutive months". Review Refer to attachment #0
of the QMRP quarterly reviews dated February ¢
2009, and May 2009, revealed the clignt required i1l
hand over hand assistance 82.42% of the trials. In the future, the Qmrp wi
ensure that client #1's
There was no evidence that the QMRP revised objective is revised once
the program {wash upper body). she establishes the criteria,
2. Review of Client#2's IPP dated September
22, 2009, on July 16, 2009, at 9:30 AM, revealed Client #2 objective to wash
a program Ob[jBCﬁ\Le which HStatGd, given physical her hands was revised from
assistance, "[the client]" wil wash her hands 80% 80% to 100% physical
of trials for three consecutive months™. Review of 0% to b ’ }l)1 yoiea 7.16.09
the QMRP quarterly reviews dated December assistance by the Qmrp on
2008, March 2008, and June 2009, revealed the In the future, the Qmrp will
* client was a least 93% independently on all trials. ensure that client #2 objective
. is revised once she establishes
There was no evidence that the QMRP revised
the program (wash her hands).
W 261 | 483.440(f)(3) PROGRAM MONITORING & W 261
CHANGE
The facility must designate and use a specially
constituted committee or committees consisting
of members of facility staff, parents, legal
guardians, clients (as appropriate), qualified
persons who have either experience or training in
! contemporary practices to change inappropriate
client behavior, and persons with no ownership or
controlling interest in the facility.
! |
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W 261 | Gontinued From page 8 W 261

This STANDARD is not met as evidenced by:
Based on interview and the review of the Human
Rights Committee (HRC) minutes, the facility
failed to ensure that persons with no ownership or
controlling interest in the facility consistently
participated on the committee, for one of the
three clients included in the sample. (Client #2)

- The finding includes:

During the entrance conference on July 13, 2009,
at 4:45 PM, the QMRP indicated that Client #2

| required sedation prior to dental appointments. It
was further indicated that Client #2 had a court
appointed medical guardian. Review of Client #2's
physician orders on July 15, 2009, at 2:54 PM
verified that sedation (Ativan 5 mg) was ordered
to be administered prior to dental appointments
scheduled for June 24, 2009, November 11, 2008

and December 2, 2008.

Review of the Human Rights Committee (HRC)
meeting minutes was conducted on July 16,
2000, at 9:48 PM. According to the HRC minutes
dated July 13, 2009, Client #2's sedation for a
dental appointment scheduled for the June 24,
2009, was reviewed and approved. Further
review of the corresponding signature sheet
attached to the minutes failed to evidence that the
facility’s HRC committee inciuded persons with no
ownership or controlling interest in the facility.
This was acknowledged through interview with
the QMRP, July 18, 2009 at 11:00 AM.
483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

W 263

The committee should insure that these programs
are conducted onty with the written informed
consent of the client, parents (if the client is a

It is the policy of this provider to have a
person with no ownership or controlling
interest to participate in the Human Rights
Committee; however, the sitting member
was out of town during the month of July
HRC meeting,

In the future, the provider will ensure that
there is always a member with no ownership
or controiling interest to participate in the
Human Rights committee.

W 263

7-31-09
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W 263 | Continued From page 9 | W 263
minor) or legal guardiarn.
This STANDARD is not met as evidenced by:
Based on interview and record review, the
facllity's specially-constituted committee failed to
ensure that restrictive programs were used only
after written consents had been obtained, for one
of the three clients included in the sample. (Client
1#2)
The findings include:
The facility failed to obtain consents prior to tha . ) )
use of sedation for medical appointments and/or This provider has a system in place that
| to notify the Client #2's court appointed guardian notifies the individuals families and legal
of the risk and benefits of treatments. guardians for their medical conditions, the
Review of Client #2's physician orders on July 14, risks and benefits of their medications;
2009, at 2:54 PM revealed the following orders for however, the facility nurse has failed to
sedations: follow the notification protocol.
) . . he was inserviced by the DON on 7-24-09
-On "I.une 24, 2009, C".em #2 received Ativan 5 In the future, the facility will ensure that
mg prior to dental appointments: , . .
consents are obtained prier to any sedation
- On November 11, 2008, Client #2 received for medical procedures.
Ativan 6 mg prior to a dental appointment; and
- On December 2, 2008, Client #2 received Ativan
5 mg prior to a dental appointment.
During the entrance conference on July 13, 2009,
at 4:45 PM, the Qualified Mental Retardation
: Professional (QMRP) indicated that Client #2 had
a court appointed medical guardian.
On July 14, 2009, at 10:00 AM, further review of
| Client #2's record failed to provide evidence that
written informed consent had been obtained for
FORM CMS-2667(02-99) Previous Varsions Obsolele Ewvent ID: DFYQ11 Facility I0: 08G111 If continuation sheet Page 10 of 18
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the use of the sedative medication.

At the time of the survey, the facility failed to
provide evidence that the potential risks involved
in using the medications, or her right to refuse
treatment had been explained to the client and/or
legal sanction representative. ;
W 325 | 482 .460(a){3)(iii) PHYSICIAN SERVICES W 325

The facility must provide or obtain annual physical .
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.

This STANDARD is not met as evidenced by:
Based on staff interview and record verification,
the facility's nursing staff failed to provide routine
laboratory testing as determined necessary by the
primary care physician (PCP), for one of the three
clients included in the sample. (Client #1)

N The facility nursing staff complies with the order
The finding includes: owever, client #1's labs was done on 11-08 by

Review of Client #1's medical record on July 14, ¢ PCP who ordered, and drawn blood to

2009, at 9:30 AM, revealed a physician order for | ¢omplete the lab order. The PCP did not repeat
annual lipid laboratory study and bi-annual serum he labs in May 2009 due to normal Amylase
- amylase. Record verification revealed no Lvel.

evidence of a lipid [aboratory study. Further
review of the medical record revealed a serum )
amylase study dated November 5, 2008. 0 maintain annual Amylase level instead of
However there were no additional amylase ' biannual Amylase level.

laboratory study available as ordered.

n the future, the nursing staff will obtain an ordgr

Interview with the Licensed Practical Nurse
Coordinator (LPNC) on the same day revealed
that laboratory studies were conducted at the
PCP's office and she determines whan and which ‘

L
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. progress notes stated the same information as

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
verification, the facility's nursing services failed to
establish systems to provide health care
monitoring and identify services in accordance
with clients' needs, for three of three clients in the
sample. (Clients #1, #2 and #3)

The findings include:

1. Review of Client #3's medical record on July
15, 2009 at 10:02 AM revealed a Primary Care
Physician (PCP) progress note dated April 21,
2009. The PCP progress note stated, "2
centimeters round erythematous scaly patch, two
on upper right and left leg”. The PGP order to
start Ketoconazole cream 2%, one appiication to
affected area. On June 8, 2009, another PCP

the April 21, 2009, PCP progress note. The PCP |
ordered the client to start Miconazole Nitrate
craam 2% externally 30 grams, apply to affected
area, twice a day for six weeks. Patient was seen
on May 19, 2009 for same condition. The PCP
spoke with the nurse and it was confirmed that
Client #3 never started the Miconazole Nitrate
cream 2%",

Interview with the Registered Nurse (RN) and
Licensed Practical Nurse Coordinator (LPNC) on
July 16, 2009 at approximately 12:20 PM
indicated that they had not received the

The nursing staff was not aware that client
#3 was prescribed Miconazole Nitrate cream
on her routine PCP visit on 4-21-09 because
the PCP did not send the prescription

or medical consult on that date.

Client #3 was not seen by her PCP on 5-19-09
This was the documentation error by the PA
on the 6-9-09 consult.

The Miconazole Nitrate cream was prescribeJl
6-09-09, and treatment was initiated on
6-20-09. The PA was informed of these date
€ITorS.
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W 325 | Continued From page 11 | wazs .
laboratory studies shouid be conducted.
W 331 ; 483.460(c) NURSING SERVICES W 331
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W a31

W 369 |

i July 16, 2009, revesled that the client received

Continued From page 12
aforementioned order from the PCP.

Further review of Cliant #3's medical record on

the first dose of Miconazole Nitrate cream on
June 10, 2009.

2. Cross Refer to W325. The facility's nursing
staff failed to provide routine laboratory testing as
determined necessary by the primary care
physician {PCP}, for one of three clients included
in the sample. (Client #1)

3. Cross Refer to W368. The facility’s nursing
staff failed to ensure that their system for drug
administration assured that all drugs are
administered without error for one of three clients
included in the sample. (Client #1)

4. Cross Refer to W390. The facility's nursing
staff failed to remove from use, out dated
medications, for one of three clients included in
the sample. (Client #1)

5. Cross Refer to W455. The facility's nursing
staff failed to provide an active program for the
prevention and control of infection for one of
three clients included in the sample. (Client #2)
483.460(k)(2) DRUG ADMINISTRATION

The systern for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to assure that all drugs
are administered in compliance with the

W 331

Refer to W 325 P11

Refer to W 369 P. 14

Referto W 390 P. 15

Referto W 455 P.17

W 369

7-27409

7-27-09

7-27-09

7-27-09
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Continved From page 13

physician's orders, for one of three clients
included in the sample. {Client# 1)

The finding includes:

On July 13, 2009, at 7:31 PM, Client #t was
observed to experience a seizure lasting two (2)
to three (3} seconds while sitting at the dining
room table, having dinner. On July 13, 2009, at
approximately 8:28 PM, Licensed Practical Nurse
{LPN #1) administered to Client #1, Depakote
1000 mg, Keppra 500 mg and Dilantin 300 mg by
mouth. Interview with LPN #1 revealed Client #1
was prescribed the aforementioned medications
for seizure management. Interview with the
Registered Nurse Supervisor on July 13, 2009 at

. approximately 8:50 PM, revealed the

aforementioned medications were to be
administered between 7:00 PM and 8:00 PM.

Review of Client #1's Medication Administration
Record’s (MAR's) dated July 2009, on July 13,
2009 at approximately 8:29 PM, revealed Client
#1 was to be administered Dilantin 300mg,
Depakote 1000 mq and Keppra 500mg by mouth
at 7:.00 PM.

483.460(m)(2){(i) DRUG LABELING

The facility must remove from use outdated
drugs.

This STANDARD is not met as evidenced by:

Based on observation, the facility faited to removs |

from it's use, out dated medications, for ane of

three clients included in the sample. (Client # 1)

| The finding inciudes:

W 369

W 380

It is the policy of this provider that the

medications are administered as prescribed.

The LPN was inserviced by the DON to ensure
compliance with the agency policy of
medication administration. ‘

In the future the nursing management will
ensure that the medications are administered

7-27-09

as prescribed.
Refer to attachment #11
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W 3s0 ’ SOntlnued Fmr:: pagde 14 July 13 ’ W 350 It is the nursing policy of this provider that
uring medication administration on July 13, o d from th
' 2009, at approximately 8:25 PM, the Licensed | the medications are e ot
| Practical Nurse #1 (LPN #1) was observed to | | cabinet upon explratlon.. e ac1_| y 'nurse
- instill two (2) drops of Baby Oil into Client #1's failed to remove the expired medication
| right and left ear as ordered by the Primary Care ‘ from the cabinet.
[ Physician (PCP). ‘ | The nurse was inserviced by the DON on
| Review of the label on the bottle of the Baby Oil | the disposal of medications according to
on July 13, 2009, at approximately 8:27 PM nursing best practices. 7-27-09
revealed the Baby Qll was to be "discarded after ‘ Refer to attachment # 11,
April 1, 2009". ‘ In the future the nursing management wili‘
ot
' In an interview with LPN #1 on July 13, 2009, at ensure that all of the outda.ted medication
approximately 8:28 PM, it was acknowledged | ’ are removed from the cabinet.
| Client #1's Baby Qil had expired on April 1, 2009. ’ ‘
There was no evidence the facility removed from ’
use out dated medications. .
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 43|
r The facility must furnish, maintain in good repair, | ‘
and teach clients to use and to make informed |
| choices about the use of dentures, eyeglasses, |
hearing and other communications aids, braces, ‘ ’
_and o_the:r cfewces identified by the . I The built up handle coated spoon was
| Interdisciplinary team as needed by the client | replaced on 7-16-09
| A new shower chair was ordered on 8-04-09
| This STANDARD is not met as evidenced by: i
i Based on observation, staff interview and record |
| verification, the facility faited to maintain in good J
‘ repair, adaptive feeding equipment for one of the |
‘three clients included in the sampie (Client #2): |
| and failed to ensure that the adaptive shower | |
| chair was safe for clients use, for four of the five | ‘
' clients residing in the facility. (Clients #1, #2, #4, ’
| and #5) | |
| | |
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I The findings include: |

| 1. The facility failed to ensure that Glient #2 was |
provided adaptive feeding equipment.

| On July 13, 2009, at 7:25 PM, Client #3 was
observed eating dinner using an adaptive built up
- handle coated spoon. The coating on the Spoon
l was worn and the silver was exposed on the

' poon,

l Review of Client #2's Individual Habilitation Plan !
| (1HP) dated August 25, 2008, on July 14, 2009, at
12:10 PM revealed that the client's mealtime

l adaptive equipment consisted of built up handle
coated teaspoon. Interview with the Qualified
Mental Retardation Professional (QMRP) on July
116, 2009, at 11:30 AM indicated that the client

| had some new adaptive feeding equipment. ‘
' During the exit conference on July 18, 2009, at

| 12:30 PM, the QMRP and House Manager ‘
 revealed the new adaptive feeding equipment for |
| Client #2.

There was no evidence that the facility ensured
that the adaptive feeding equipment was available
| for Client #2. |

| 2. The facility failed to ensure that the adaptive '
shower chair was safe for clients use, for four of
the five clients residing in the facility. (Clients 1. |
| #2 #4, and #5)

On July 13, 2008, at 4:45 PM, Clients #1, #2 34, ‘

’ and #5 were observed in wheelchairs. During the ‘
environmentai inspection on July 16, 2009, at

] 10:00 AM, a shower chair was cbserved in the ‘

bathroom shower. The shower chair did not have J

|

i‘ a seat belt attached to the chair. Interview with

|The built up handle coated spoon was

replaced on
In the future the management will ensure that

the mealtime adaptive equipment is available
and in good condition.

7-16-09

A new shower chair was ordered on 8-04-09
‘ In the future the facility management will ensute

that all adaptive equipment are in good working
condition.
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There must be an active program for the
prevention, control, and investigation of infection
and communicable diseases.

| This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide an active program for the
prevention and control of infection and
communicable diseases, for two of three clients in
the sample. {Clients #2 and #3)

The findings include:

1. During medication administration observation
on July 13, 2009, at approximately 7:55 PM, the
Licensed Practical Nurse #1 (LPN #1) was
observed to wash her hand prior to administrating
medications. However LPN #1 touched the
combination lock to open the medication door,
touched the Medication Administration Records
(MAR's) and than touched the rim of the
medication cUp as she administered Client #2's
medication.

In an interview with LPN #1 it was acknowledged
that after washing her hands she touched the
combination lock to open the medication door,
touched the MAR's and than touched the rim of
the medication cup when administering Client
#2's medication.

oI SUMMARY STATEMENT OF DEFICIENCIES ) | PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
W 436 | Continued From page 16 W 436
| the House Manager (HM) on July 16, 2009, at
10:05 AM indicated that she would retrieve the
shower chair seatbelt. At 10:20 AM, the HM
could not find or located the shower chair
seatbalt.
W 4585 | 483.470(1)(1) INFECTION CONTROL W 455

he medication nurses were retrained on
infection control by the DON on 7-27-09
In the future, the nurses will utilize hand
sanitizer after hand washing with soap and
water after opening the medication cabinet
and touching the MAR to prevent
contamination during medication administration
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There is no svidence that the facility's nursing
staff provided an active program for the
prevention and control of infection.

2. The facility failed to ensure infection control
practices were implemented prior to a meal being
served, for two of the three clients included in the
sample. (Client #2 and #3)

a. On July 13, 2009, at approximately 4:50 PM,
Client #3 was observed putting puzzle numbers
together. At 5:15 PM, Ciient #3 was observed
folding towels. At 5:20 PM, staff was observed
providing the client with an afternoon snack.
Seconds later the client was observed eating her
| snack without washing her hands. The direct

care staff did not encourage the client to wash her
. hands or wash the client's hand.

At no time did staff encourage them to wash their
- hands before sitting at the table to eat. There was
no evidence that proper infection control
procedures were implemented during the dinner
preparation.

b. On July 13, 2009, at 4:50 PM until 5:15 PM,
Client #1 was observed using a hand
manipulator. At 5:20 PM, staff was observed
providing Client #1 with an afternoon snack.
Seconds later the client was observed eating her
snack without washing her hands,

At no time did staff encourage them to wash their
hands before sitting at the table to eat. There
was no evidence that proper infection control
procedures were implemented during the dinner
preparation.
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The home staff receives ongoing training on
infection control.

All staff were trained on infection control by
the Qmrp on 7-16-09
Refer to attachment # 13

In the future the facility will ensure that staff
implement proper infection control procedures
during mealtime preparation, and mealtime.

Refer to W 455 2(a) P.18 7-16-09
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IDOOII INITIAL COMMENTS 1 000

: A licensure survey was conducted from July 13,

| 2009 through July 16, 2009. The survey was
initiated using the fundamental survey process. A

| random sample of three residents was selected

~ from a population of five female residents with
various levels of mental retardation and
disabilities.

! The findings of the survey was based on

‘ observations at the group home and two day
programs, intarviews with residents and staff, and

I the review of clinical and administrative records

‘ including incident reports.

!082| 3503.10 BEDROOMS AND BATHROOMS 1082
. Each bathroom that is used by residents shall be
| equipped with toilet tissue, a paper towel and cup
- dispenser, soap for hand washing, a mirror and
’ adequate lighting.

' This Statuts is not met as evidenced by:

Based on observation and staff interview, the

' Group Home for the Mentally Retarded {(GHMRP)
failed to ensure all bathrooms were equipped with |
a cup dispenser to accommodate the reeds of The cup dispenser was replaced on 7-16-09
residents, for four of the five residents residing in
| the facility. (Residents #1, #2, #3, and #5)

In the fiture, the facility management will

i ensure that all bathrooms are equipped with

| The finding inciudes: racup dispenser to accommodate the needs
o

] ) _ _ f the residents.
An environmental inspection was conducted on

i July 16, 2009, at approximately 10:00 AM

‘ revealed that the handicapped bathroom located
| on the first floor did not have a cup dispenser,

‘ The House Supervisor confirmed the findings. I

! i
i Inistrati
Dl W 7
LABORATORY DI OR'S OR PROV! UPPLIER REPRESENTATIVE'S SIGNATURE ’ M _P T oq
\ —_— -—
!
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|
|09c1 3504.1 HOUSEKEEPING 090

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:

Based on observation and staff interview, the
Group Home for the Mentally Retarded {GHMRP)
failed to maintain the facility in a clean and
attractive manner.

The findings inciude:

An environmental inspection was conducted on
July 18, 2009, at approximately 9:45 AM which
reveaied the following:

1. The dining room wall was damaged;

2. The window curtain in Resident # 2's bedroom

had dark spots on it;

3. The chair in Resident # 2's bedroom was . ,

covered with dark oily spots; . The dining room wall was repaired 8-05-09

4. The exterior rear wall was dirty and had cob The window curtain was cleaned 7-17-09

;’ePrsh in the qom:hrs; ich located in th ' A new chair was purchased 8-01-09
. The extenor wheelchair ramp located in the . 8-04-00

rear of the facility had loose banisters and the The exterior real wall was cleaned

ramp fioor had loose boards; and : The exterior wheelchair ramp was repaired  7-29-09

6. The kitchen refrigerator had towels at the Refer to attachment # 14

bottom of it because water was leaking from the A new refrigerator was ordered 8-03-09

battom.

The House Supervisor confirmed the findings.

| 134 3508.7 ADMINISTRATIVE SUPPORT 1189
Each GHMRP shall maintain records of residents

Health Regulation Administration
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1 188 | Continued From page 2 1188
' funds received and disbursed.
+ This Statute is not met as evidenced by:
Based on interview and record review, the Group
Home for the Mentally Retarded (GHMRP) failed
to maintain each resident’s funds disbursed, for
two of the three residents included in the sample.
(Residents #1 and #3)
The findings include:
1. Interview with the Qualified Menial Retardation
; . Ilonal (rgMRPj al;“: ;a;ig:go?he facility's I'he receipts for the money withdrawn from
nancial records on Ju . a L1: . :
approximately 3:30 PM revealed that the facility client #1's account to purchasc. her clothing
assisted Resident #1 with maintaining her could not be located. The receipts were turned
finances. Continued interview and record review o the office by the house manager; however,
at 4:00 PM revealed that the resident received the money was redeposited to client #1's
Supplemental Security Income (SSl) in the  ccount on 8-5-09
amount of $70.00 per month. Further review of
the resident's record revealed a total of $200.00 Refer to altachment #14.
was withdrawn from the resident's account on fn the future, the facility will ensure that
December 12, 2008. copies of the financial record are filed in the
. . fi k, and that th ilabl
. Further interview with the QMRP indicated that 1nanci book, and that they are available upon
the money was withdrawn to purchase Resident request.
#1's clothing. At the time of the survey, the
facility failed to provide evidence that justified the
withdrawals/expenditures from Resident #1's
personal account The money was spent on client #3's vacation.
2. Interview with the QMRP and review of the The cost of the total expenditures was shared
facility's financial records on July 15, 2009, at among the individuals residing at 1326-45th place.
pp_"::':‘;te%a:i%‘d trﬁveale?athat t’;‘e facility In the future, the facility will ensure that the
assis esigen with maintaining her . - .
finances. Continued interview and rd review receipts for the expenditures are available upon
at 4:00 PM revealed that the resident received request.
Supplemental Security Income (SSI) in the Refer to attachment #3
amount of $70.00 monthly. Further review of the
resident’s record revealed a total of $253.46 was
Health Regulation Administration
STATE FORM Lo DFYQ11 i continuation aheet 3 of 15
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| 206!

. section 3509.6), for two of the eleven consultants.

| Interview with the Qualified Mental Retardation

Continued From page 3

withdrawn from the regident's account on
. February 27, 2009.

Further interview with the QMRP indicated that

. the money was withdrawn for vacation
expenditures. At the time of the survey, the
facility failed to provide evidence that justified the
withdrawal from Resident #3's personal account.

3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s heaith status
- would allow him or her to perform the required
duties.

This Statute is not met as evidenced by:

Based on interviews and record review, the
Group Home for the Mentally Retarded (GHMRP)
failed to achieve compliance with state
regulations pertaining to health (22DCMR 35,

The finding includes:

The State regulatory agency conducted a review
of personnel records on July 15, 2009, at
approximately 3:00 PM, at which time there was
no evidence of current health certificates on file
for two of the eleven consultants (Occupational
Therapist and Speech Pathologist)

Professional (QMRP) July 15, 2008 at 3:30 PM
confirmed the missing health certificates were not

1189

| 206

the

The Speech and Language Pathologist's
health certificate is currently on file.
The Occupational Therapist's Health
certificate will be available by

In the future, the provider will ensure that

available upon request.

8-20-09

consultant's records are up to date and

Health Regu
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available.

I 225’ 3510.5(b) STAFF TRAINING 1225

Each training program shall inciude, but not be
- limited to, the following:

(b) Human development through the life cycle
(birth to death);

This Statute is not met as evidenced by:
Based on record review, the Group Home for the
Mentally Retarded (GHMRP) failed to ensure
training was provided to each staff in the area of
Human Development, for one (1) of fourteen (14)
training records.

The finding includes: All staff were irained on Human
Development on 7-16-09
Review of the training records presented on July
14, 2009 at approximately 4:00 PM, revealed that
the staff did not have training in Human -
Development,

Refer to attachment #15 7-16-09

In the future the management will ensure that
staff receive the training in human

The Qualified Menta! Retardation Professional development.
confirmed the findings.

1228 3510.5(c) STAFF TRAINING 1226

Each training program shall include, but not be
limited to, the following:

{c) Infection contral for staff and residents;
i Refer to W455 P.18 7-27-09

This Statute is not met as evidenced by

Based on observation and interview, the Group
Home for the Mentally Retarded (GHMRPF) failed
to ensure effective training on infection control,

Health Regulation Admintration .
STATE FORM L DFYQ11 If continuation aheet 5 of 15
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1228 ' Continued From page 5 1226
for one of one nursing staff.

The finding includes:

During medication administration observation on
July 13, 2009, at approximately 7:55 PM the ‘
Licensed Practical Nurse #1 (LPN #1) was
observed to wash her hands prior to

administering medications. However LPN #1
touched the gombination lock to open the Refer to W 455 P.18 r27-09
medication door, touched the Medication Refer to W 455 P.18 72709
Adminigtration Records (MAR's) and than
touched the rim of the medication cup when
administering Resident #2's medication.

In an interview with LPN #1 it was acknowledged
that after washing her hands she touched the
combination lock to open the medication door,
touched the MAR's and than touched the rim of
the medication cup as she administered Resident
#2's medication.

There is no evidence that the facility's nursing
staff had effective training on infection control.

1228 3510.5(f) STAFF TRAINING | 229

| Each training program shall include, but not be
limited {o, the following:

(f) Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologies:

This Statute is not met as evidenced by:

Based on observation, staff interview, and record
verification, the facifity failed to ensure that

- client's received their prescribed diets as ordered,
Health Regulation Administration
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Continued From page 6

for one of the three clients included in the
sample. (Client #2)

The finding includes:

The facility failed to ensure staff demonstrated
competancy in implementing Client #1s dist
order.

On July 13, 2009 at 4:50 PM, Client #1 was
chserved as a large framed women. At 5:20 PM,
staff was observed offering Client #2 a choice of
vanilla or chocolate pudding (regular). Review of
Client #2's physician orders dated July 2009,
reveaied a diet order of 1500 low fat, low
cholesterol diet.

DBuring the environmental inspection on July 15,
2009 at approximately 11:00 AM revealed that
there was a variely of fat free snack in the pantry.

There was no evidence that the facility
implemented Client #3's diet as ordered.

3513.1(e) ADMINISTRATIVE RECORDS

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
administrative records:

(e) Signed agreements or contracts for
professional services;

This Statute is not met as evidenced by:

Based on record review, the Group Home for the
Mentally Retarded (GHMRP) failed to provide
evidence of contracts for four of the eleven
consultants reviewed. (Occupational Therapist,
Social Worker, Speech Pathologist and

Psychiatrist)

229

Referto W 194 P. 6 of 18 7-16409

Referto W 194 P. 6 of 18 7-16-09

274
The contracts for the Occupational Therapist,

social Worker, Speech Pathologist, and the
Bocial Worker are currently on file. 7-31-09
Refer to attachment # 16

(11 the future, the provider will ensure that the
consultant records are updated, and available
lipon request. -
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Continued From page 7

The finding includes:

Review of the consultants personnel records

presented on July 14, 2009 at approximately 2:00

PM, revealed that the GHMRP failed to ensurs

the Occupational Therapist, the Social Worker,

| the Speech Pathologist and the Psychiatrist had
signed contracts who provided onsits and

ongoing services to the residents.

| The Qualified Mental Retardation Professional
- confirmed the findings.

| 424/ 3521.5(a) HABILITATION AND TRAINING

Each GHMRP shail make modifications to the
resident ' s program at least every six (6) months
or when the client;

(a) Has successfully compieted an objective or
- objectives identified in the Individual Habilitation
Plan;

This Statute is not met as evidenced by:

Based on staff interview and record review, the
Qualified Mental Retardation Professional
(QMRP) failed to review and revise the Individual
Program Plan (IPP) once the resident had
successfully completed an objective identified in
the PP, for two of the three residents in the
sample. (Resident's #1 and #2)

| The finding includes:

1. The QMRP failed to revise Resident #1's |PP
once she met the established criteria,

| a. On July 13, 2000, at 5:38 PM, direct care staff
| was observed feeding Resident #1 her afternoon

Worker are currently on file.

avatlable upon request,

| 424

Referto W.255P. 7of 18

1274 The contract for the Occupational Therapist,
Psychiatrist, Speech Pathologist, and Social

In the future, the provider will ensure that
all of the consultant records are updated, and

7-31-09

7-16-09
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Continued From page 8

snack. At 7:00 AM, Resident #1 was observed
feeding herself independently using a scoop
plate, plate guard and regular spoon. Interview
with the Qualified Mental Retardation
Professional (QMRP) on July 14, 2009, at
approximately 10:00 AM indicated sometimes the
i resident requires assistance.

Review of Resident #1's IPP dated November 10,
2008, was reviewed on July 15, 2009, at 9:15 AM.
The resident had a program objective which
stated, “[the resident] will independently feed

+ herself during meals daily, 80% of the trials for

| three consecutive manths with 100% staff

" supervision”. Record verification of the QMRP
quarterly reviews dated February 2009, and May
2009, on July 15, 2009, at 3:45 PM indicated that
. the resident achieved the established criteria
since May 2009.

i At the time of the survey, the QMRP failed to
revise Resident #1's program objective once she
met the estabiished criteria.

b. Review of Resident#1's IPP dated November
11, 2009, revealed a program objective which
stated, "[the resident]" will wash her upper body
with hand over hand assistance from staff on
80% of the trials for three consecutive months”.
Review of the QMRP quarterly reviews dated
February 2009, and May 2009, revealed the
resident required hand over hand assistance
©9.98% of the trials.

There was no evidence that the QMRP revised
the resident's program (wash upper body).

11, 2009, revealed a program objective which
stated, "given hand over hand assistance, [the

¢. Review of Resident #1's IPF dated November |

24 ‘
4 Referto W.255P. 7of 18

Refer to W. 255 P. 7 of 18

Refer to W. 255 P. 7 of 18

Referto W.255P. 7 of 18

7-16-09

7-16-09

7-16-09

7-16-09
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| resident]” use the swabs to massage her gums
daily 80% of the trials for three consecutive
months”, Review of the QMRP quartarly reviews
dated February 2009, and May 2009, revealed
the resident required hand over hand assistance
82.42% of the trials.

There was no evidence that the QMRP ravised
Resident #1's program (wash upper body).

2. Review of Resident #2's IPP dated
September 22, 2009, on July 16, 2009, at 9:30
AM, revealed a program objective which stated,
! given physical assistance, “fthe resident]" will
wash her hands 80% of trials for three
consecutive months". Review of the QMRP
quarterly reviews dated December 2008, March
2009, and June 2009, revealed the resident was
a least 93% independently on aii trials.

: There was no evidence that the QMRP revised
Resident #2's program (wash her hands).

1430 3521.7(a) HABILITATION AND TRAINING

. The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(a) Eating and drinking (including table manners,
use of adaptive equipment, and use of
| appropriate utensils);

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for the Mentally
Retarded (GHMRP) failed to maintain in good
repair, adaptive feeding equipment for one of the
three residents included in the sample (Resident
#2), and failed to ensure that the adaptive shower

| 424

1430

Refer to W. 255 P. 7 of 18 7-16-09

Refer to W. 255 P. 7 of 18 7-16-09
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chair was safe for resident use, for four of the five
residents residing in the facility. (Residents #1,
#2, #4, and #5)

The findings include:;

1. The facility failed to ensure that Resident #2
was provided adaptive feeding equipment.

On July 13, 2009, at 7:25 PM, Resident #3 was
observed eating dinner using an adaptive built up
handie coated spoon. The coating on the spoon
‘ was worn and the silver was exposed on the
spoon.

Review of Resident #2's Individual Habilitation
Plan (IHP) dated August 25, 2009, on July 14,
2009, at 12:10 PM revealed that the resident's
mealtime adaptive equipment consisted of buitt
up handle coated teaspoon. Interview with the
Qualified Mental Retardation Professionai
{QMRP) on July 16, 2009, at 11:30 AM indicated
that the resident had some new adaptive feeding Refer to W 436 P16 7_16-09
equipment. During the exit conference on July
16, 2009, at 12:30 PM, the QMRP and House
Manager revealed the new adaptive feeding
equipment for Resident #2. ‘ Referto W 436 P.16 7-16-09

There was no evidence that the facility ensured
 that the adaptive feeding equipment was
available for Resident #2.

2. The facility failed to ensure that the adaptive

shower chair was safe for residents’ use, for four
of the five resident's residing in the facility. Refer to W 436 P.16 8-5-09
(Resident's #1, #2, #4, and #5)

On July 13, 2009, at 4:45 PM, Resident's # #2,

#4, and #5 were observed in wheelchairs. During
; the environmental inspection on July 16, 2009, at
Health Regulation Administration .
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10:00 AM, a shower chair was observed in the Refer to W 436 P16 8-5-09
bathroom shower. The shower chair did not have
a seat belt attached 1o the chair. Interview with
the House Manager (HM) on July 16, 2009, at
10:05 AM indicated that she would refrieve the Refer to W 390 PP 14, 15 7-27-09
shower chair seatbelt. At 10:20 AM, the HM
could not find or located the shower chair
seatbelt.
( 484 3522 11 MEDICATIONS 1484

Each GHMRP shall promptly destroy prescribed
medication that is discontinued by the physician
or has reached the expiration date, or has a
warn, illegible, or missing label.

This Statute s not met as evidenced by:
Based on observation, interview and label
verification the Group Home for the Mentally
Retarded (GHMRP) failed to promptly destroy
prescribed medication that has reached the
expiration date, for one of three residents in the

| sample. (Resident #1)
: The finding includes:

During medication administration on July 13,
2009, at approximately 8:25 PM , Licensed
Practical Nurse #1 (LPN) was cbserved to instill
two (2) drops of Baby Oil into Resident #1's right
and left ear as ordered by the Primary Care

. Physician (PCP).

Review of the label on the bottle of Baby Oil on
July 13, 2009 at approximatsly 8:27 PM reveaied
the Baby Oil was to be "discarded after April 1,
2009".

In an interview with LPN #1 on July 13, 2009, at
approximately 8:28 PM it was acknowledged

Health Regulation Administration
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Referto W 390 PP 14, 15
Resident #1's Baby Oii had expired on April 1,
2009,

There was no evidence the GHMRP promptly
destroy prescribed medication that had reached
the expiration date.

15001 3523.1 RESIDENT'S RIGHTS { 500

Each GHMRP residence director shaii ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws,

This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for the Mentally Retarded (GHMRP) failed
to ensure the rights of residents were obsarved
and protected in accordance with D.C. Law 2-137
(Rights of Mentally Retarded Citizens), this
chapter, and other applicable District and Federal
Laws, for one of the three residents included in
the sample. (Resident #2)

The findings include:

1. The facility failed to obtain consents prior to Referto W 124 P.2 7-27-09
the use of sedation for medical appointments
and/or to notify the Resident #2's guardian of the
' risk and benefits of treatments.

Review of Resident #2's physician orders on July
15, 2009, at 254 PM revealed the following
orders for sedations:

Referto W 390 PP 14, 15 7-27-09

- On June 24, 2009, Resident #2 received Ativan

5 mg pl‘ior to denta! appointments; Refer to W 390 PP 14, 15 7-27-09
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- On November 11, 2008, Resident #2 received
Ativan 5 mg ona hour prior to a dental
appointment; and

| - On December 2, 2008, Resident #2 received
Ativan § mg prior to a dental appointments.

During the entrance conference on July 13, 2009,
at 4.45 PM, the Qualified Mental Retardation
Professional (QMRP) indicated that Resident #2
had a court appointed medical guardian.

[ On July 14, 2009, at 10:00 AM, further review of
Resident #2's record failed to provide evidence
that written informed consent had been obtained
for the use of the sedative medications.

i At the time of the survey, the facility failed to
provide evidence that the potential risks involved
in using the medications, or her right to refuse
treatment had been explained to the resident
and/or legal sanction representative.

2. Based on interview and the review of the
Human Rights Committee (HRC) minutes, the
facility failed to ensure that persons with no
ownership or controlling interest in the facility
consistently participated on the committee, for
one of the three residents included in the sample.
{Resident #2)

The finding includes:

During the entrance conference on July 13, 2008,
at 4:45 PM, the QMRP indicated that Resident #2
required sedation prior to dental appointments. It
was further indicated that Resident #2 had a
court appointed medical guardian. Review of
Resident #2's physician orders on July 15, 2009,

l at 2:54 PM verified that sedation (Ativan 5 mg}

1500

Refer to W 390 PP 14, 15

Refer to W 390 PP 14, 15

Refer to W 390 PP 14, 15
Referto W

referto W 261 P.9 of 18

7-27-09

7-27-09

7-27-09

7-31-09
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dated July 13, 2009, Resident #2's sedation for a
dental appointment scheduled for the June 24,
2008, was reviewed and approved. Further
raview of the corresponding signature sheet
attached to the minutes failed to evidence that
the facility's HRC committee included persons
with no ownership or controiling interest in the
facility. This was acknowledged through interview
with the QMRP, July 16, 2009 at 11:00 AM.
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1 500" Continued From page 14 | 500
was ordered and administered prior to dental
appointments scheduled for June 24, 2009,
November 11, 2008 and December 2, 2008.
Review of the Human Rights Committee (HRC)
meeting minutes was conducted on July 16,
2008, at 9:48 PM. According to the HRC minutes
Referto W 261 P 9 of 18 7-31-09
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